
                                        VISION SERVICE PLAN 
 
                                                    ENROLLMENT FORM 
 
 
                                      Vincennes University 
 
                                      Group Number:  12183445 

 
 

Employee Name:____________________________________ 
                            Last name, first name, middle initial 
 
Employee Social Security Number:_____________________ 
 
Employee Address:___________________________________   
 
Employee Date of Birth:________________________________ 
 
 
Effective Date of Coverage:______________________________ 
 
             
  
_______ Employee Only     
 
_______Employee  plus one (spouse OR one child)     
 
_______Employee and Children     
 
_______Employee and Family     
 
_______Terminate coverage(Coverage will term at end of   December) 
 
 
 
____________________________________ 
Employee signature/date 
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